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When should a health care practitioner consider stepping down asthma treatment? 


Select one: 


Once good asthma control has been achieved and maintained for 6 weeks without serious x 
exacerbation 


Once good asthma control has been Y a 
achieved and maintained for 3-6 Rose Wang (1D:113212) this answer is correct. The time 


bo senous eracerbation span of 3-6 months is sufficient to assess asthma control 
and allow for treatment to be stepped down. 


Never, since it would increase the risk for exacerbations and reduce symptomatic control X 


Treatment should be stepped down when a patient is pregnant or travelling to a different country X 


Marte for this submission: 1.0/1.0. 


TOPIC: Asthma 


LEARNING OBJECTIVE: 

To identify the appropriate time to step down controller treatment without putting the patient at risk for 
asthma exacerbations and worsening lung function. 

BACKGROUND: 


According to Asthma Canada, good asthma control is achieved when the patient meets all of the following 
criteria: 


+ The patient carries out activities of daily living without experiencing asthma symptoms 


The patient does not miss days from school or work due to asthma symptoms 


The patient uses his/her reliever <2x/week 


The patient does not experience any nighttime symptoms and experiences daytime symptoms 
<2x/week 


The patient has not experienced recent exacerbations 


Once good asthma control has been achieved and maintained for 3-6 months without serious exacerbation, 
doses of controller treatment can be reduced with close supervision, However, iftreatment is stepped down 
too far or too quickly, the risk for exacerbations may increase regardless of symptom control. Any step down 
of asthma treatment should be considered as a therapeutic trial, with regular follow-up appointments to 
assess symptom control and exacerbation frequency. Also, before treatment is stepped down, healthcare 
practitioners should provide their patients with an updated asthma action plan and instructions for how and 
when to restart previous treatment if symptoms worsen. 


It is important to note that treatment should not be stepped down if the patient is pregnant, traveling to a 
different climate or is experiencing a respiratory infection. This puts the patient at risk of asthma 
exacerbations and poor prognostic outcomes. In any case, inhaled corticosteroids should not be stopped as 
they protect against exacerbations and prevent lung function decline. Step down treatment motivates 
patients to continue regular use of controller treatment. 


RATIONALE: 
Correct Answer: 


+ Once good asthma control has been achieved and maintained for 3-6 months without serious 
exacerbation - The time span of 3-6 months is sufficient to assess asthma control and allow for 
treatment to be stepped down. 


Incorrect Answers: 


+ Once good asthma control has been achieved and maintained for 6 weeks without serious 
exacerbation - This interval is too short to consider a patient well-controlled. 


+ Never, since it would increase the risk for exacerbations and reduce symptomatic control - If 
asthma is well-controlled, it is appropriate for treatment to be stepped down with close supervision. 


+ Treatment should be stepped down when a patient is pregnant or travelling to a different 
country - Current treatment should be maintained if a patient is pregnant or travelling to a country 
with a different climate. 
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TAKEAWAY/KEY POINTS: 


Treatment can be stepped down as long as asthma control has been maintained for 3-6 months and lung 
function has been stable. 


REFERENCE: 


[1] Connie L. Yang, Elizabeth Anne Hicks, Patrick Mitchell, Joe Reisman, Delanya Podgers, Kathleen M. 
Hayward, Mark Waite & Clare D. Ramsey (2021) Canadian Thoracic Society 2021 Guideline update: Diagnosis 
and management of asthma in preschoolers, children and adults, Canadian Journal of Respiratory, Critical 
Care, and Sleep Medicine, 5:6, 348-361, DOI: 10.1080/24745332.2021.1945887. 


The correct answer is: Once good asthma control has been achieved and maintained for 3-6 months without 
serious exacerbation 


Which of the following statements is INCORRECT regarding short-acting betaz-agonists (SABAs)? 


Select one: 
SABA monotherapy is no longer recommended for most patients with mild asthma X 
SABAs are compatible for use during childhood, pregnancy and breastfeeding X 
SABAs have an onsetof 5-10 ¥ 
coa duiationof Rose Wang (1D:113212) this answer is correct. SABAs have an 


Be es onset of 5 - 15 minutes with a shorter duration of action of 3 - 
6 hours to treat the acute phase. 


If SABAs do not provide adequate relief, this may be a sign of worsening asthma or an incorrect *X 
diagnosis 


Marks for this submission: 1.0/1.0. 


TOPIC: Asthma 


LEARNING OBJECTIVE: 
To learn about the role of inhaled short-acting bronchodilators in the treatment of asthma. 


BACKGROUND: 


Inhaled short-acting beta -agonists (SABAs) include salbutamol and terbutaline. SABAs produce rapid 
bronchodilation with their quick onset of action (5 - 15 minutes) by activating the beta-adrenergic receptors 
in the bronchial smooth muscle. Although they are potent bronchodilators, they do not have a long duration 
of action (3 - 6 hours] and as such, they have little effect on the late inflammatory phase of asthma. SABAs 
are safe for use in pregnancy and breastfeeding. There is now strong evidence that SABA-only treatment, 
although providing short-term relief of asthma symptoms, does not protect patients from severe 
exacerbations, and that regular or frequent use of SABAs increases the risk of exacerbations. Thus, SABAs are 
no longer recommended as monotherapy for most patients. SABA-only therapy may be an option for those 
with very mild asthma and no risk factors for severe exacerbation. These include smoking, history of severe 
exacerbation, SABA overuse or poorly controlled asthma. SABAs are well tolerated but if the maximum dose 
is exceeded, the patient may experience tremors, nervousness, tachycardia, and palpitations. Administration 
of SABAs 5 - 10 minutes prior to physical activity prevents exercise-induced bronchospasm. If SABAs do not 
provide adequate relief, this may indicate worsening asthma control or an alternate diagnosis. The expiry 
date on SABAs should be checked from time to time since patients do not use them regularly. 


RATIONALE: 
Correct Answer: 


+ SABAs have an onset of 5 - 10 minutes and a duration of action of 10 - 12 hours - SABAs have an 
onset of 5 - 15 minutes with a shorter duration of action of 3 - 6 hours to treat the acute phase. 


Incorrect Answers: 


+ SABA monotherapy is no longer recommended for most patients with mild asthma - Evidence 
suggests that SABA monotherapy is associated with an increased risk of severe exacerbations and 
asthma-related deaths. 


SABAs are compatible for use during childhood, pregnancy and breastfeeding - SABAs are well 
tolerated and are the most effective agents for quick relief of respiratory symptoms. 


If SABAs do not provide adequate relief, this may be a sign of worsening asthma or an incorrect 
diagnosis - If SABAs do not reverse acute symptoms, this indicates poor asthma control or an 
alternate diagnosis. 


TAKEAWAY/KEY POINTS: 


SABAs are life-saving medications with their quick relief of shortness of breath during acute asthma attacks. 
They are well tolerated, however, SABAs are no longer recommended as monotherapy for most patients per 
the GINA guidelines and Canadian Thoracic Society guidelines. 


REFERENCE: 


[1] Connie L. Yang, Elizabeth Anne Hicks, Patrick Mitchell, Joe Reisman, Delanya Podgers, Kathleen M. 
Hayward, Mark Waite & Clare D. Ramsey (2021) Canadian Thoracic Society 2021 Guideline update: Diagnosis 


and management ot asthma in preschoolers, children and adults, Canadian Journal ot Respiratory, Critical 
Care, and Sleep Medicine, 5:6, 348-361, DOI: 10.1080/24745332.2021.1945887 


[2] Ventolin HFA. In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca 


[3] Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention, 2021. Available 
from: www.ginasthma.org. 


The correct answer is: SABAs have an onset of 5 - 10 minutes and a duration of action of 10 - 12 hours 


Question 3 Which of the following statements regarding the assessment of asthma severity is INCORRECT? 
1D:57526 
ee Select one: 
Rog question 4 
(usa Severe asthma is caused by Y 
(end reeeback Boor inhalt or y Rose Wang (1D:113212) this answer is correct. Poor inhaler 
Boal medicion blica technique and poor medication adherence must be excluded 


before a diagnosis of severe asthma can be made. 
Asthma severity is categorized based on the level of treatment that is required to achieve symptom X 
control 
Asthma severity is not a static feature as treatment can be stepped up or down X 


Mild asthma is asthma that is well-controlled with low-dose daily inhaled corticosteroids (ICS), x 
ICS/formoterol as needed, or leukotriene receptor antagonists 


Marks for this submission: 1.0/1.0. 


TOPIC: Asthma 


LEARNING OBJECTIVE: 


To learn how to assess asthma severity and recognize the difference between severe and uncontrolled 
asthma. 


BACKGROUND: 


Asthma severity is classified based on the level of treatment that is required to treat the symptoms and 
exacerbations based on guidelines from the Canadian Thoracic Society and the Global Initiative for Asthma. It 
is determined once the patient has been on controller medication for 3-6 months. It is not a static feature as 
treatment can be stepped down if asthma control is achieved and maintained. 


RATIONALE: 
Correct Answer: 
+ Severe asthma is caused by poor inhaler technique or poor medication adherence - Poor inhaler 


technique and poor medication adherence must be excluded before a diagnosis of severe asthma can 
be made. 


Incorrect Answers: 


+ Asthma severity is categorized based on the level of treatment that is required to achieve 
symptom control - Asthma severity is classified based on the controller medication that is used to 
maintain symptom control. 


+ Asthma severity is not a static feature as treatment can be stepped up or down - Asthma severity 
is not a static feature as it can be changed over time depending on the treatment used. 


Mild asthma is asthma that is well-controlled with low-dose daily inhaled corticosteroids (ICS), 
ICS/formoterol as needed, or leukotriene receptor antagonists - Mild asthma is asthma that is 
well-controlled with low-dose ICS daily, prn budesonide/formoterol or leukotriene receptor 
antagonists. 


TAKEAWAY/KEY POINTS: 


Asthma severity is classified based on the type of treatment used to maintain symptom control, rather than 
the presence of symptoms or exacerbations. It is determined once the patient has been on controller 
medication for 3-6 months. Patients may believe that their asthma is severe if they have intense or frequent 
symptoms, but this does not translate to underlying severe disease as symptoms may quickly become well 
controlled with ICS use. 


REFERENCE: 


[1] Connie L. Yang, Elizabeth Anne Hicks, Patrick Mitchell, Joe Reisman, Delanya Podgers, Kathleen M. 
Hayward, Mark Waite & Clare D. Ramsey (2021). Canadian Thoracic Society 2021 Guideline update: Diagnosis 
and management of asthma in preschoolers, children and adults, Canadian Journal of Respiratory, Critical 
Care, and Sleep Medicine, 5:6, 348-361, DOI: 10.1080/24745332.2021.1945887. 


[2] Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention, 2021. Available 
from: www.ginasthma.org, 


The correct answer is: Severe asthma is caused by poor inhaler technique or poor medication adherence 


Question 4 Which of the following is NOT one of the therapeutic effects of inhaled corticosteroids (ICS)? 


1D: 57534 
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Question 5 


Select one: 
Reduction in asthma-related deaths X 
Reduces airway remodeling 3 
Improvement in lung function parameters (e.g. FEV) X 
Reduction in asthma Y 


rates in pre-school Rose Wang (ID:113212) this answer is correct. ICS do not cure asthma 
ld and have not been shown to prevent the development of asthma in 
children. 


Marks for this submission: 1.0/1.0. 


TOPIC: Asthma 


LEARNING OBJECTIVE: 


To learn about the therapeutic effects of inhaled corticosteroids, supporting their role in the management of 
asthma 


BACKGROUND: 


Inhaled corticosteroids are the first-line controller medications in children and adults. Use of inhaled 
corticosteroids has shown a reduction in asthma symptoms, improvement in lung function (FEV+), reduction 
in mortality, asthma exacerbations and hospitalizations, and enhancement in quality of life. Inhaled 
corticosteroids should be regularly used at the lowest effective dose in order to achieve good asthma 
control. They have a higher ratio of local to systemic activity than do oral corticosteroids, thus their risk of 
systemic side effects is low. Inhaled corticosteroids do not cure asthma; however, they influence airway 
remodeling and reduce bronchial hyperreactivity with their potent anti-inflammatory activity by inhibiting the 
release of inflammatory mediators and cytokines. Symptom control usually occurs within days of regular use 
but reduction in airway hyperresponsiveness may take months. Local adverse effects of inhaled 
corticosteroids include hoarseness or dysphonia, oral candidiasis, sore throat and metallic taste. These 
adverse effects can be minimized by following proper inhaler technique, rinsing the mouth after use and 
using an aerochamber, which improves drug delivery to the lungs and reduces oropharyngeal deposition. 
The risk of systemic adverse effects (i.e. osteoporosis, cataracts, glaucoma, adrenal suppression) is increased 
with long-term use of high-dose inhaled corticosteroids, use of more potent formulations (i.e. fluticasone 
furoate, mometasone furoate) and frequent use of oral corticosteroids to treat exacerbations. There has been 
an association between reduced growth rate and the use of inhaled corticosteroids, however, it has been 
stated that they have a minimal effect on final adult height. 


RATIONALE: 
Correct Answer: 


+ Reduction in asthma rates in pre-school children - ICS do not cure asthma and have not been 
shown to prevent the development of asthma in children. 


Incorrect Answers: 


+ Reduction in asthma-related deaths - The use of ICS has been associated with a reduction in 
mortality and asthma exacerbations. 


+ Reduces airway remodeling - ICS influence airway remodeling by reducing inflammation and 
bronchial hyperreactivity. 


Improvement in lung function parameters (e.g. FEV) - ICS have been associated with 
improvement in lung function, exhibited by higher FEV; and PEF values, 


TAKEAWAY/KEY POINTS: 


Inhaled corticosteroids are the cornerstone of asthma maintenance in children and adults and their use 
should be highly encouraged in all types of asthma (mild, moderate and severe) as they have shown an 
improvement in symptomatic control, a reduction in mortality and asthma exacerbations, and an 
improvement in overall quality of life. 


REFERENCE: 


[1] Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention, 2021. Available 
from: www.ginasthma.org. 

[2] Corticosteroids: Inhaled. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 


The correct answer is: Reduction in asthma rates in pre-school children 


THE NEXT 3 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


RJ is a 34 year old female with a history of asthma and atopic dermatitis. She has no known 
medication allergies, but has experienced seasonal allergic rhinitis in the past when exposed to pollen 
and animal dander. Her current medications include salbutamol 100 mcg HFA 1-2 puffs inhaled q4h 
prn, montelukast 10 mg po daily at bedtime, and betamethasone valerate 0.1% cream applied 
topically bid prn. She regularly exercises by going for runs, and reports that this exercise does not 


Question 6 
1D: 57537 


(en reeciacil 


typically aggravate her asthma. KJ Just tound out that she Is ë weeks pregnant, and has already 
started taking a prenatal multivitamin. RJ reports that she has needed to use her salbutamol inhaler 
more frequently over the past four weeks. Previously, RJ was using her salbutamol approximately 
twice per month, but now she is using it 2-3 times per week. RJ asks the pharmacist to review her 
current medications to ensure that they are safe during pregnancy. 


Which of the following would NOT be an appropriate counselling point for the pharmacist to share with RJ? 


Select one: 
All of RJ's current medications are considered safe in pregnancy X 
The worsening of RJ's asthma ¥ ze 
eya ir Äh tobe due Rose Wang (1D:113212) this answer is correct. It is possible 


ETENE Jor asthma control to worsen, improve, or remain stable when 
a patient becomes pregnant. 


Poor control of asthma during pregnancy can lead to adverse outcomes such as preterm birth # 


Pregnant patients with asthma are managed using the same stepwise approach as other asthma X 
patients 


Marks for this submission: 1.0/1.0. 


TOPIC: Asthma 


LEARNING OBJECTIVE: 
To understand the approach to asthma treatment in pregnancy and breastfeeding. 


BACKGROUND: 


When a patient with asthma becomes pregnant, they may notice that their asthma control improves, 
worsens, or stays the same. Poor control of asthma in pregnancy may lead to complications such as preterm 
birth, low birth weight, increased perinatal mortality, and pre-eclampsia. Appropriate management of asthma 
can minimize these risks. Asthma therapy in pregnancy is similar to management in the rest of the adult 
population, and follows the same stepwise approach. Stepping down asthma therapy is not recommended 
during pregnancy. Inhaled corticosteroids (ICS), beta-2-agonists, montelukast, and theophylline are not 
associated with an increased risk of fetal abnormalities. Budesonide is the preferred ICS in pregnancy, as it 
has the most evidence in this population. While theophylline is not expected to have adverse outcomes when 
used during pregnancy, it is not preferrad due to its narrow therapeutic index 


In breastfeeding, ICS, beta-2-agonists, and antimuscarinics are considered safe. While montelukast is 
transferred into breast milk, it can be used in infants as young as 6 months of age, so it is considered likely to 
be compatible with breastfeeding. Theophylline is also considered safe in breastfeeding, but it is 
recommended to target a serum level at the lower end of the therapeutic range. There is minimal data 
supporting the safe use of biologic therapies for asthma during either pregnancy or breastfeeding, so risks 
and benefits must be weighed when considering these agents. 


RATIONALE: 
Correct Answer: 


+ The worsening of RJ's asthma symptoms is unlikely to be due to her pregnancy - It is possible for 
asthma control to worsen, improve, or remain stable when a patient becomes pregnant. 


Incorrect Answers: 


+ All of RJ's current medications are considered safe in pregnancy - Beta-2-agonists, montelukast, 
and topical corticosteroids are generally considered compatible with pregnancy. 


+ Poor control of asthma during pregnancy can lead to adverse outcomes such as preterm birth - 
Inadequate asthma control during pregnancy is associated with worse outcomes (preterm birth, low 
birth weight, congenital anomalies, pre-eclampsia, placenta previa). 


+ Pregnant patients with asthma are managed using the same stepwise approach as other asthma 
patients - The overall approach to asthma management is unchanged in pregnant patients. 


TAKEAWAY/KEY POINTS: 

Asthma in pregnancy and breastfeeding is treated using the same stepwise approach as asthma in non- 
pregnant adults. The risk associated with asthma medications in pregnancy is typically outweighed by the 
risks associated with uncontrolled asthma. 

REFERENCE: 


[1] Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention, 2024. Available 
from: hitps://ginasthma.org/. 


The correct answer is: The worsening of RJ's asthma symptoms is unlikely to be due to her pregnancy 


Which of the following statements is INCORRECT regarding leukotriene-receptor antagonists (LTRs)? 


Select one: 


They are only indicated for use in Y 


Raco Wane (1D:11 2212) hic mowor is narrat Thov ave 
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asthma maintenance therapy indicated in children =2 years old as second-line agents 
for the maintenance of asthma control. 


They can be used as an adjunct therapy with high doses of ICS/LABA to achieve asthma control X 


The addition of a LABA is preferred over an LTRA to achieve symptomatic improvement in adult% 
asthmatic patients on ICS 


Montelukast can be used safely in pregnancy, but it can cause abdominal pain as an adverse effect % 


Marks for this submission: 1.0/1.0. 


TOPIC: Asthma 


LEARNING OBJECTIVE: 


To recognize the therapeutic role of leukotriene-receptor antagonists (LTRAs) in the management of asthma, 
while acknowledging their adverse effect profile. 


BACKGROUND: 


LTRAs inhibit the release of inflammatory mediators (e.g. leukotrienes), thus reducing lung inflammation and 
bronchoconstriction. Their use has been associated with increased symptom control and reduced 
exacerbation rates. However, clinical studies have demonstrated that these agents are less effective than low- 
dose inhaled corticosteroids (ICS) in preventing exacerbations and improving lung function, therefore they 
are listed as second-line for maintenance of asthma control. LTRAs are typically used in patients on 
moderate-high doses of ICS who continue to experience symptoms. In adults, the addition of a long-acting 
betaz agonist is preferred over an LTRA to achieve symptomatic control. Also, they are the drugs of choice in 
patients who cannot use ICS (e.g. hypersensitivity to ingredients). 


Montelukast, the only LTRA marketed in Canada, is indicated in patients >2 years old as adjunctive therapy 
for the maintenance of asthma control. In addition, it has been shown to improve exercise-induced asthma, 
ASA-induced asthma and allergic rhinitis. It is available as chewable tablets and granules. It is usually well- 
tolerated but can cause headache and abdominal pain as adverse effects. Also, neuropsychiatric effects (ie. 
depression, insomnia) have been reported. Furthermore, its use has been associated with minimal drug 
interactions; reduced montelukast levels have been noted to occur with the concomitant use of CYP3A4 
inducers (i.e. carbamazepine, phenytoin, phenobarbital). Evidence suggests that montelukast can be safely 
used in pregnancy; however, there is insufficient data with regards to its use during breastfeeding. Moreover, 
no dosage adjustment is required in the elderly population or in patients with renal or hepatic impairment. 


RATIONALE: 


Correct Answer: 


+ They are only indicated for use in children 25 years old as second-line asthma maintenance 
therapy - They are indicated in children >2 years old as second-line agents for the maintenance of 
asthma control. 


Incorrect Answers: 


+ They can be used as an adjunct therapy with high doses of ICS/LABA to achieve asthma control 
- They are not preferred agents to be used as monotherapy as they have lower efficacy in preventing 
exacerbations than ICS. 


The addition of a LABA is preferred over an LTRA to achieve symptomatic improvement in adult 
asthmatic patients on ICS - The addition of a LABA vs. LTRA to a low-dose ICS has demonstrated 
increased symptomatic control in adults 


Montelukast can be used safely in pregnancy, but it can cause abdominal pain as an adverse 
effect - Montelukast has demonstrated no adverse effects on the fetus but abdominal pain can occur 
with its use. 


TAKEAWAY/KEY POINTS: 


LTRAs are suitable agents for patients with concomitant allergic rhinitis and patients taking moderate-high 
doses of ICS with persistent symptoms. They are indicated for use in children aged 2 years and older and are 
generally very well-tolerated. 


REFERENCE: 


[1] Singulair. In: Compendium of Pharmaceuticals and Specialties. Ottawa, ON: Canadian Pharmacists 
Association. https://myrxtx.ca. 

[2] Connie L. Yang, Elizabeth Anne Hicks, Patrick Mitchell, Joe Reisman, Delanya Podgers, Kathleen M. 
Hayward, Mark Waite & Clare D. Ramsey (2021) Canadian Thoracic Society 2021 Guideline update: Diagnosis 
and management of asthma in preschoolers, children and adults, Canadian Journal of Respiratory, Critical 
Care, and Sleep Medicine, 5:6, 348-361, DOI: 10.1080/24745332.2021.1945887. 

[3] Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention, 2021. Available 
from: www.ginasthma.org, 


The correct answer is: They are only indicated for use in children >5 years old as second-line asthma 
maintenance therapy 


THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


HJ is a 16 year old female who has a history of asthma and eczema. She has no known drug allergies. 
Sha hac inct heen diccharned from the hacnital after a cavara acthma evacerhation 


Which of the following statements is INCORRECT regarding the management of severe asthma 
exacerbations? 


Select one: 
Salbutamol via a spacer should be administered at increased doses every 20 minutes X 
A short course (from 5-14 days) of prednisone should be initiated X 
Patients should be prescribed controller medication or have its dose increased for 1 - 2 weeks X 
Appropriate antibiotics should be Y 
ao esoo Rose Wang (ID:113212) this answer is correct. Current 


fesoltnon guidelines do not support the use of antibiotics to treat 
asthma exacerbations. 


Marks for this submission: 1.0/1.0. 
TOPIC: Asthma 


LEARNING OBJECTIVE: 


To learn about the pharmacological management of asthma exacerbations in order to reduce morbidity and 
mortality. 


BACKGROUND: 


Asthma exacerbations are acute episodes that are characterized by worsening of asthma symptoms (i.e. 
increased shortness of breath, cough, or wheezing) and a decline in lung function, observed through lung 
function measurements such as peak expiratory flow rate or forced expiratory volume in 1 sec <60% of 
personal best. They can be triggered by viral respiratory infections, exposure to inhaled irritants or poor 
adherence with controller medication. Exacerbations should not be taken lightly as they can increase the risk 
of mortality. Patients with severe exacerbations should be advised to visit their healthcare provider promptly 
or proceed to the nearest emergency department. 


For mild-moderate exacerbations, repeated administration of inhaled short-acting betaz-agonists (SABA) via 
a spacer device (up to 4 - 10 puffs every 20 minutes) is the fastest and most effective way to relieve the 
patient's symptoms and reverse the airflow obstruction. Systemic corticosteroids should also be provided if 
symptoms aren't improving, especially if the patient's clinical state is deteriorating or the patient had already 
received increased doses of their reliever before presenting. The recommended dosing regimen for adults is 
1 mg/kg/day of prednisone, up to a maximum of 50 mg/day. Children aged 6 - 11 years should receive 1 - 2 
mg/kg/day of prednisolone, up to a maximum of 40 mg/day. The duration of therapy usually ranges from 5 - 
7 days, but can be up to 14 days. Patients should be counselled on common side effects, which include 
insomnia, hyperglycemia, increased appetite, acid reflux and mood changes. 


Patients already prescribed controller medication may need to have a dose increase to improve their asthma 
control. If symptoms have resolved after 1 - 2 weeks of treatment, short-term high dose controller treatment 
can be stepped back to the pre-exacerbation state. Upon discharge home, inhaler technique should be 
reviewed and adherence should be reinforced. Current evidence does not support the use of antibiotics in 
asthma exacerbations unless there are also signs and symptoms of an infection (e.g. fever, purulent sputum, 
or radiographic evidence of pneumonia). 


RATIONALE: 
Correct Answer: 


+ Appropriate antibiotics should be recommended to hasten symptom resolution - Current 
guidelines do not support the use of antibiotics to treat asthma exacerbations. 


Incorrect Answers: 


+ Salbutamol via a spacer should be administered at increased doses every 20 minutes - Repeated 
administration of short-acting betaz-agonists is required to relieve the bronchial obstruction. 


+ A short course (from 5-14 days) of prednisone should be initiated - Oral corticosteroids should be 
provided to hasten symptom resolution and prevent further events. 


+ Patients should be prescribed controller medication or have its dose increased for 1 - 2 weeks - 
Controller medication (e.g. ICS) should be prescribed to improve asthma control in any patient with 
high risk for exacerbation or who has had an exacerbation. 


TAKEAWAY/KEY POINTS: 


Asthma exacerbations represent an acute worsening in symptoms and lung function from baseline. 
Management usually involves the administration of repeated doses of SABAs as well as the provision of 
systemic corticosteroids in order to relieve symptoms and reduce inflammation. 


REFERENCE: 


[1] Connie L. Yang, Elizabeth Anne Hicks, Patrick Mitchell, Joe Reisman, Delanya Podgers, Kathleen M. 
Hayward, Mark Waite & Clare D. Ramsey (2021) Canadian Thoracic Society 2021 Guideline update: Diagnosis 
and management of asthma in preschoolers, children and adults, Canadian Journal of Respiratory, Critical 
Care, and Sleep Medicine, 5:6, 348-361, DOI: https://doi.org/10.1080/24745332.2021.1945887 

[2] Global Initiative for Asthma. Global Strategy for Asthma Management and Prevention, 2021. Available 
from: www.ginasthma.org. 


Question 8 


1D:57531 


Corect 


24 PharmAchieve Corporation Ltd. and the Achieve 


ofthe Pharmacy Examining Board of Canada (PEB( 


CDEis a tra 


Ine correct answer Is: Appropriate antibiotics should be recommended to nasten symptom resoluuon 


HJ's mother provides you with her discharge prescription for a short-course of prednisone. 


All of the following are common adverse effects of oral corticosteroids EXCEPT: 


Select one: 


Increased blood pressure (BP) X 
Elevated blood glucose levels * 
Mood disturbances * 


Diarrhea Y 
Rose Wang (ID:113212) this answer is correct. Oral corticosteroids are unlikely to cause 


diarrhea. 


Marks for this submission: 1.0/1.0. 
TOPIC: Asthma 


LEARNING OBJECTIVE: 


To recognize the role of oral corticosteroids in the treatment of asthma, while learning about their benefits 
and adverse effects. 


BACKGROUND: 


Asthma exacerbations are acute episodes that are characterized by worsening of asthma symptoms (i.e. 
increased shortness of breath, cough, or wheezing) and a decline in lung function, observed through lung 
function measurements such as peak expiratory flow rate or forced expiratory volume in 1 sec <60% of 
personal best. They are usually triggered by viral respiratory infections, exposure to inhaled irritants, and 
poor adherence with controller medication. Exacerbations should not be taken lightly as they can increase 
the risk of mortality. Patients with severe exacerbations should be advised to visit their healthcare provider 
promptly or proceed to the nearest emergency department. 


For mild-moderate exacerbations, repeated administration of inhaled short-acting beta-2 agonists (SABA) via 
a spacer device is the fastest and most effective way to relieve the patient's symptoms and reverse the airflow 
obstruction. Systemic corticosteroids should also be provided, especially if the patient's clinical state is 
deteriorating or if the patient had already received increased doses of their reliever before presenting. They 
hasten symptom resolution by reducing lung inflammation and prevent future exacerbations. The 
recommended dosing regimen for adults is 25 - 50 mg/day of prednisone, while for children aged 6 - 11 
years, itis 1 - 2 mg/kg/day of prednisolone up to a maximum of 40 mg/day. The duration of therapy usually 
ranges from 5 - 7 days, but can be up to 14 days, Patients should be counselled on their common side 
effects, which include increased blood pressure, hyperglycemia, increased appetite, acid reflux. and mood 
changes (e.g. depression). The long-term use of oral corticosteroids is also associated with acne, 
osteoporosis, gastrointestinal ulcers, and glaucoma. 


RATIONALE: 
Correct Answer: 


e Diarrhea - Oral corticosteroids are unlikely to cause diarrhea. 


Incorrect Answers: 


+ Increased blood pressure (BP) - Oral corticosteroids may increase BP and contribute to hypertension 
if used long-term. 


+ Elevated blood glucose levels - Oral corticosteroids may cause impaired glucose tolerance and 
hyperglycemia. 


+ Mood disturbances - Oral corticosteroids may cause mood disturbances (e.g. depression). 


TAKEAWAY/KEY POINTS: 


The use of oral corticosteroids is reserved for moderate-severe exacerbations when inhaled short-acting 
beta-agonists fail to relieve respiratory symptoms. They should be used with caution in patients with 
diabetes, hypertension, peptic ulcer disease, and unstable depression. 


REFERENCE: 


[1] Corticosteroids: Systemic. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian Pharmacists 
Association. https://mynxtx.ca. 


The correct answer is: Diarrhea 
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